anesthesia, loss of control, pain, isolation, separation from loved ones and moving away from social life. In addition to these, many other factors such as the strangeness of the hospital setting, health care team's using unfamiliar medical terms, the use of unfamiliar devices (e.g. monitors, ventilators, infusion pumps), and alarm sounds and lights from these devices are indicated to be effective on individuals' anxiety levels (6, 7, 8, 9) . The leading causes of stress and anxiety in the family are the history of the disease, fear of losing a loved one, issues resulting from moving to a new place, financial concerns, role changes and separation from other family members (10) . Mild anxiety can increase spontaneous attention, courage and assertiveness. An individual's ability to perceive, comprehend and make decisions decreases as the level of anxiety increases. Parents' suffering intense anxiety can prevent them from understanding the information given about the child appropriately, interpreting the events realistically, making appropriate decisions, participating in the child's care, and remembering the proper coping methods they used to utilize until then (11) . In literature, it has been reported that parents whose children stay in surgical clinics experience various emotional conditions such as stress and anxiety (12, 13 ). Parents of a child who is admitted to a surgical intensive care unit experience a crisis due to the child's sudden illness or a planned major surgical intervention (5) .
Parents of children admitted to an intensive care unit want to stay with their children constantly, to take part in the child's care, to receive accurate information about the child's disease and the prognosis of the disease, to be informed about any change in the child's condition, to be helped and supported by health professionals, and to be in constant contact with health professionals (6, 14, 15) . Parents also want to be sure that the members of the healthcare team regard their child as an individual and try to treat the child in the best way (3, 9, 14, 16, 17) .
Aim
The aim of this study was designed to determine the anxiety levels and needs of the fathers whose children were hospitalized in the Pediatric Surgery Intensive Care Unit.
Methods
This cross-sectional study was conducted with fathers who had children hospitalized in the Pediatric Surgery Intensive Care Unit of a university hospital for at least 48 hours between November 1, 2015 and March 1, 2017 and agreed to participate in the study. This period, 237 patients were admitted to the Pediatric Surgery Intensive Care Unit.
The power analysis was used to calculate the sample size for finite population and it was decided to include 147 fathers at a 95% confidence interval with a margin of error of 0.05. Of the 147 fathers included in the study, 24 were excluded because they filled in the questionnaires incompletely or incorrectly. Thus, 113 fathers comprised the study sample.
Measuring Instruments
In the study, the Sociodemographic Characteristics Questionnaire, State and Trait Anxiety Inventory, Critical Care Family Needs Inventory, Child Information Form was used.
Sociodemographic Characteristics Questionnaire
The questionnaire including 12 items questioning the fathers' sociodemographic characteristics was developed by the researcher in line with the relevant literature (1, 3, 6, 8, 9, 13, 16, 18, 19, 20) .
State and Trait Anxiety Inventory (Self-Report Form) STAI FORM TX-1, 2
The STAI developed by Spielberger et al., and adapted to Turkish by Öner and LeCompte (1985) includes 40 items (21) . Of the items, 20 assess State Anxiety and the other 20 assess Trait Anxiety. Responses to each item in the State Anxiety Inventory have 4 options: 1)not at all, 2)somewhat, 3)much, and 4)completely.
Critical Care Family Needs Inventory (CCFNI)
In 1991, Leske evaluated the construct validity of the scale through the factor analysis and reported that its Cronbach's alpha reliability coefficient was 0.9.The scale consists of 4 subscales including 44 items questioning the needs of the family members (22) . The results of İşeri's study revealed that the reliability and validity of the scale was high for Turkey (8) . To use the scale in the present study, written permission was obtained from its author.
Child Information Form
The Form was developed by the researcher to collect data about children staying in the intensive care unit. The form includes items questioning the child's age, gender, nutrition style, respiratory support, and length of stay in the intensive care unit. The form was filled in by the researcher.
Procedure
In the data collection process, of the fathers, those who met the inclusion criteria and agreed to participate in the study were informed about the purpose and method of the study using the face-to-face interview technique, and their written informed consent was obtained. After the fathers were informed, the Sociodemographic Characteristics Questionnaire developed by the researcher in line with the relevant literature was used to collect data on their socio-demographic characteristics such as place of residence, educational status, social security, monthly income status, history of previous hospitalizations, the CCFNI was used to determine the needs of the participating fathers, the STAI form was used to determine the fathers' anxiety levels, and the Child Information Form was used to collect data.
Data analysis
The SPSS for Windows 22.0 package program was used for the statistical analysis of the study data. The sociodemographic characteristics of the fathers included in the study were assessed in numbers and percentages. Whether the data was normally distributed was determined with the Kolmogorov-Smirnov test. Because the data was normally distributed, Mann-Whitney U test and Kruskal Wallis test were used to analyze the data. To examine the relationship between the scales, the Pearson correlation analysis was performed. The results were considered statistically significant at the p<0.05 level at the 95% confidence interval.
Ethics
This study was approved by the Scientific Ethics Committee of the University(IRB No:2015-110) and the clinic where the study was to be conducted. After the fathers included in the research were informed about the purpose of the study, their written consent indicating that they agreed to participate in the study was obtained.
Results
The mean age of the participating fathers was 36.6 ± 6.31 (min.22, max.57 years). While 58.4% of the fathers spent 2/3 of their lives in a city, 24.8% spent it in a district and 16.8% in a village. While their children were in the intensive care unit, of the fathers, 40.7% stayed in the hospital, 38.1% in their own home, 15.9% in a relative's home, 3.5% in a hotel and 1.8% in a friend's home. Of the fathers, 66.4% had a nuclear family, 26.5% had an extended family, 4.4% had a traditional family, 2.7% had a fragmented family, 34.5% had one child, 39.2% had two children, 20.4% had three children, 39.8% were primary school graduates, 24.8% were high school graduates, 29.2% had a higher education, 91.2% had the social security, 61.9% had an income equal to expenses, 56.6% did not have a previous hospitalization experience, and 47.8% had no chaperone experience previously (Table 1 ).
According to the socio-demographic characteristics of the children of the fathers included in the study sample, the children's mean age was 5.37 ± 4.67 (min1, max17). Of the children, 34% were girls, 58.5% had parenteral nutrition, 13.2% had oral and parenteral nutrition, 11.3% had oral and Table 2 ).
The items responded as "very important" by the participating fathers were as follows: to feel that hospital personnel care about the patient (92.5%), to be assured that the best possible care is being given (88.5%), to receive information about the patient at least once a day (85.8%), to have questions answered honestly (84.1%), to feel there is hope (84.1%), to know the facts about the patient's progress (83%), to receive understandable explanations (80.5%), to know the reasons for the interventions the patient undergoes (78.8%), to know exactly what is being done for the patient (77%), to talk to the doctor every day (77%), to be called at home about changes in the patient's condition (76.1%), to know the expected outcome (76.1%), to know how patient is being treated medically (74.3%), to have directions about what to do when they are at the bedside (72.6%), and to be informed about the environment in the critical care unit before going there (70.8%).
The items responded as "not important" by the participating fathers were as follows: to have another person with you when visiting critical care unit (32.7%), to be visited by a hodja (25.7%), to have a bathroom near the waiting room (17.7%), to know which staff members could give what information (17.7%), to be informed about religious services (16.8%), to have a telephone near the waiting room (15%), to change visiting hours in case special conditions arise (14.2%), to be alone whenever you want to (10%) and to have someone to help with family problems (10.6%).
While the mean trait anxiety score obtained by the fathers was 46.76 ± 0.60 (min.31, max.67), the mean state anxiety score was 41.93 ± 0.59 (min.28, max.66) ( Figure 1 ).
It was shown that comparison fathers' sociodemographic characteristics with the scores they obtained from the CCFNI and its subscales in table 3. There was a statistically significant relationship between the education variable and the fathers' overall CCFNI scores and Comfort Need subscale scores (p<0.05). As the fathers' education levels increased, so did their critical care needs. There was a difference between the fathers with higher education and the illiterate and primary school graduate fathers, and between high school graduate fathers and illiterate fathers (p <0.05). There was a statistically significant relationship between the education variable and the fathers' Support and Proximity Need subscale scores (p=0.029) ( Table 3) . As the fathers' education levels increased, so did their support and proximity needs.
There was a statistically significant relationship between the education variable and the fathers' Trait Anxiety scores (p=0.04). There was a difference between the fathers with higher education and the primary school graduate fathers (p <0.05) ( Table 3 ). 
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Discussion
Parents whose children are admitted to the critical care unit are faced with many stressors. Among the stressors, the deterioration of the family integrity is the leading one. Coping with these problems arising with the child's admission to the intensive care unit and dealing with the child/family holistically are very important if the quality patient care is to be achieved. In meeting patients' and their parents' needs, primary responsibility lies with health professionals. In this study, conducted to determine the fathers' critical care needs and anxiety status, the vast majority of the fathers stated that their needs were very important or important.
In studies conducted by Stremler et al. (2017) , anxiety levels of the parents with children receiving intensive care were high (15) . In the study conducted by Board (2004) , the fathers were reported to suffer high levels of anxiety due to the intensive care setting, children's appearance and behaviors, and intensive care procedures (23) . In Dudley and Carr's study (2004) , the families were determined to experience feelings of anxiety, shock and uncertainty about their children (18) . Chui and Chan (2007) interviewed parents whose children were in the intensive care unit and found that parents' anxiety levels were quite high (6) . In the current study, the fathers' status and trait anxiety levels were high. To reduce parents' anxiety levels, the environmental arrangements can be made. Currently, in Turkey, parents cannot stay with their children in the intensive care unit. On the other hand, in North America, parents can stay with their children (24) . In the literature, it has been reported that parents' staying with their child in the intensive care environment reduces their anxiety level (18, 19, 25) . In a study by Colville et al. (2009) , the parents reported that their anxiety regarding their children's condition was greater than was their anxiety regarding their children's condition when they were healthy. The parents also stated that their stress increased when they could not communicate with anybody about their children's progress (26) . In Majdalani et al.'s study (2014), families stated that they needed to be informed about the condition of their patient to reduce their anxiety (27) . So it is very important for the families to be informed by the health personnel.
There was no significant relationship between the parents' anxiety levels and their critical care needs. Anyway, the fathers' anxiety levels were high, and their needs were a lot. It is important that caregivers are aware of the needs of their fathers. It is also necessary to consider that the father may be anxious. Initiatives to reduce the anxiety of parents and meet their needs should be planned. Fathers participating in this study rated the item the need for information as very important. This result is similar to previous studies, which identified the importance of information (9, 21, 28) . McKiernan and McCarthy stated that daily information to the family members increased the satisfaction of the family members (28) .
In Uzun et al.'s study (2002) , the first three needs indicated by family members were "to be assured the best possible care is being given" (10) . In Tokur et al.'s study (2016), while 90% of the patients' relatives wanted to see their patients every day, 96% wanted to be informed about their patient's condition every day (20) . In the present study, the fathers considered the following items very important: "to feel that hospital personnel care about the patient", "to be assured that the best possible care is being given ", "to receive information about the patient at least once a day ", " to have questions answered honestly", "to feel there is hope", and "to know the facts about the patient's progress".
As the fathers' education levels increased, so did their critical and support/proximity needs. In a study performed by İşeri (2010) , no correlation was determined between the participants' educational status and their assurance, support and proximity, information and comfort needs (8) . In their study, Medonca and Warren (1998) determined that the illiterate participants had a higher expectation of support (17) .
In Maxwell's study (2010), the families obtained the highest mean scores from the assurance, proximity, information, comfort and support need subscales respectively (9) . In Majdalani et al. study (2014) , the families described their experience related to the intensive care setting, their children's prognosis and expectations of health professionals as a journey into the unknown (27) . Board (2004) reported that the father's communication with health professionals was poor and that they did not know how to help their children (23) .In a study conducted by Berube et al. (2014) , they concluded that the parents whose children were in the intensive care unit felt exhausted, wanted to feel that they were supported by others and wanted to be informed of their children's conditions. Also the families' support and proximity needs were high (29) . and to receive psychological support was more important than their personal / physical needs (10) . Clinical protocols should be developed to meet the needs of the father in line with these requirements.
Study Limitation
Our study had several limitations. The first one is that the study was performed only in the surgical intensive care unit in one center. In addition, the majority of the participating fathers' economic status, social security and education levels were good. Therefore, the results of study cannot be generalized to other centers, or priorities may change.
Conclusion
In conclusion, the anxiety levels and needs of the fathers whose children were admitted to the pediatric intensive care unit, their anxiety levels and needs were high. The fathers wanted to know that their patient received the best possible care from the hospital staff, and to receive clear, understandable and accurate information about their child. In order to improve the conditions and the quality of care in the existing pediatric surgery intensive care units in Turkey, hospital and/or clinical protocols should be developed to meet the needs of the fathers and to establish effective communication with the fathers. 
